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M. Tochii,* M. Ando, M. Yamashita, M. Sato, K. Hattori, and R. HoshinoDepartment of Cardiovascular Surgery, Fujita Health University, Aichi, JapanA mycotic aneurysm of the thoracoabdominal aorta was detected in a 68-year-old male after 1 month of antibiotic therapy for
acute enteritis. The infected aorta was resected and revascularized via in situ grafting using an expanded-
polytetrafluoroethylene graft with reconstruction of the visceral arteries. The implanted graft was covered with an omental
flap. The patient was discharged 39 days after the operation. This procedure may help prevent postoperative graft infection
and improve the surgical outcome in mycotic aneurysms.Keywords: Mycotic aneurysm; e-PTFE graft; Omental flap; In situ grafting; Thoracoabdominal aorta.Introduction
The surgical outcome for mycotic aneurysm is still
unsatisfactory. We report a case of mycotic aneurysm
of the thoracoabdominal aorta that was successfully
treated by in situ graft replacement with an omental
flap.Clinical Summary
A 68-year-old male who was on antibiotics for acute
enteritis for 1 month, was transferred to us for a
mycotic aneurysm of thoracoabdominal aorta. Elev-
ated inflammatory signs were found (C-reactive
protein, 9.4 mg/dl; leukocytes, 15.0!103/ml), but he
was afebrile. A CT scan revealed saccular-type
multiple aneurysms in the thoracoabdominal aorta
from 10 cm above the renal artery (RA) to the origin of
the celiac trunk, with a maximum diameter of 47 mm
(Fig. 1).
We approached the aneurysm through the 7th left
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lung was strongly adherent to the aneurysm. The
aneurysm was, therefore, suspected to be infected.
We selected a 22-mm expanded-polytetrafluoroethy-
lene (e-PTFE, Gore-Tex; W.L. Gore, USA) graft and
made the three branches anastomosed end to side
fashion with 8 mm e-PTFE graft. The aneurysm was
widely resected and revascularized via in situ
grafting using an e-PTFE graft with reconstruction
of both renal arteries and the superior mesenteric
artery under partial cardiopulmonary bypass and
segmental clamp technique. The celiac artery was not
reconstructed because it had a rich backflow and its
orifice was very narrow. The lumbar and intercostal
arteries were ligated and not reconstructed because
the spinal evoked potential indicated the absence of
ischemia, and the aneurysmal wall was very fragile
probably due to infection. An omental flap was
placed over the artificial graft (Fig. 2). All the
anastomoses were made with a continuous poly-
propylene suture reinforced with a strip of e-PTFE
graft.
Cultures of blood taken both at a previous
hospital and at our institution by femoral arterial
puncture and cultures from the thrombus and
aneurysmal wall were all negative. However,EJVES Extra 11, 13–15 (2006)
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Fig. 1. CT scan showing saccular-type multiple aneurysms in
the thoracoabdominal and abdominal aorta. Fig. 2. The infected aneurysm and surrounding tissues
were resected and replaced by an e-PTFE graft. The SMA
and bilateral RA were reconstructed. All of the anastomosis
was reinforced with a strip of e-PTFE graft (a). An omental
flap was placed over the artificial graft (b).
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detected in the pharynx, nasal mucous, sputum,
and feces at admission. Therefore, the antibiotic
therapy was changed to vancomycin and amikacin
5 days after the operation, and was continued for
14 days. He never presented a high fever, and the
inflammatory signs decreased to within normal
limits. He was discharged in good condition
39 days after the operation.Discussion
A mycotic aneurysm is life-threatening because it
involves a long aortic segment and repair by either
in situ replacement or extra-anatomic bypass can be
challenging. The prognosis is very poor with mortality
rates reportedly ranging from 11.8 to 38.0%, possibly
due to weakening of the general condition resulting
from sepsis or aneurysmal rupture, and postoperative
graft infection.1–3
Although in the present case we did not find any
positive cultures, the aneurysm was diagnosed as
mycotic according to the previously published criteria;
(1) eccentric and perforated aneurysm, (2) positiveEJVES Extra Vol 11, January 2006infectious signs, (3) and past history of antibiotic
therapy before surgery.1
The required duration of antibiotic therapy is not
well established, though it has been recommended for
4–8 weeks after graft replacement, to be continued
orally for the remainder of the patient’s life if the culture
is positive.1,2 The positive-culture rate of blood and
aneurysmal specimens reportedly ranges from 65.5 to
86.4%.1–4 There is an inverse correlation between the
duration of preoperative antibiotic therapy and the
proportion of positive cultures.4 Intravenous antibiotic
therapy was continued for 4 weeks preoperatively in
our case, and blood and aneurysmal-wall cultures were
all negative. The patient never presented a high fever
after the operation, and inflammatory signs decreased
to within normal limits. A previous report also
suggested that antibiotic therapy could be stopped
when all infectious signs have subsided and blood
cultures are negative.3 On this basis, we stopped the
antibiotic therapy at 20 days postoperatively.
All mycotic thoracoabdominal aortic aneurysms
require wide resection and debridement of
Mycotic Aneurysm of Thoracoabdominal Aorta 15the infected aorta followed by revascularization via
in situ grafting because of anatomical difficulties and
the need for revascularization of the visceral
arteries.1–3 Alhtough a rifampicin-bonded polyester
graft has been reported to be effective,1 we selected
an e-PTFE graft for the present case since we
considered it highly resistant to postoperative
bacterial graft infection due to its surface being
smoother than those of the other artificial grafts.5
The implanted graft was covered with an omental
flap as reported previously,1,3 and a satisfactory
surgical outcome was obtained.Conclusion
In situ replacement of mycotic thoracoabdominal
aortic aneurysm using an e-PTFE graft covered with
an omental flap can help prevent postoperative graft
infection with a short course of antibiotic therapy,
and lead to a good surgical outcome.References
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